prominent ascending aorta (Fig. 1) . The electrocardiogram on admission revealed intermittent left bundle branch block, prolonged A-V conduction, and left ventricular hypertrophy (Fig. 2) . All QRS complexes were preceded by the sinus P wave with the prolonged P-Q interval measuring 0.24sec. The widened QRS complexes of left bundle branch block pattern were seen alternately with 2:1 variety among the normal QRS complexes. The preceding R-R intervals were the same of 0.68sec. both in the normal and abnormal complexes. The normal QRS complexes in the left precordial leads revealed tall R with ST-T depression. A diagnosis of sepsis was made. Otorhinopharyngological examination, Fig. 3 fever continued throughout the admission. On the other hand the electrocardiograms showed various changes successively.
On December 4, the second hospital day, it revealed atrial fibrillation and intermittent left bundle branch block (Fig. 4) . The QRS complexes showed usually left bundle branch block pattern, but occasionally the complexes of the normal conduction were recorded. These normal QRS complexes were preceded by comparatively shorter R-R intervals similar to premature beat, but there were the widened QRS complexes preceded by more shorter R-R intervals. On December 5, the third hospital day, atrial fibrillation disappeared (Fig. 5) . All QRS complexes showed left bundle branch block pattern and were preceded by the sinus P wave with the prolonged P-Q interval measuring 0.23 sec. No normal QRS complex was seen. On December 7, the fifth hospital day, the electrocardiogram showed intermittent left bundle branch block again (Fig.  6 ). Prolonged A-V conduction and left ventricular hypertrophy were also observed. The preceding R-R intervals of the normal QRS complexes were almost the same as that of the widened QRS complexes. On December 12, when fever had already become milder, left bundle branch block was no longer seen and the P-Q intervals recovered to 0.20sec. (Fig. 7) . However, the electrocardiogram of December 25 showed the prolonged P-Q intervals measuring 0.22 sec., which were observed thereafter till his discharge on February 6, 1963. The patient had never showed hypertension throughout the admission.
COMMENT
A case of inconstant left bundle branch block which appeared during the course of sepsis has been reported.
Two types are distinguished in inconstant bundle branch block; the intermittent and the transient.2),7) In the former the widened QRS complexes denoting bundle branch block alternate with the normal QRS complexes in an electrocardiogram, and in. the latter the widened QRS complexes appear throughout a single electrocardiogram and disappear in later records.
It has been frequently reported that the appearance of such bundle branch block is related to the faster heart rate or the shorter R-R interval.7)-16) This phenomenon is explained by the interrelation of the heart rate and the reflactory period. On the contrary, other reports showed that slowing of the heart rate was followed by the appearance of bundle branch block in some cases.15)-17) The effect of increased vagal tone is considered in these cases. In our case, bundle branch block had no relationship to the preceding R-R interval and showed the pattern of 2:1 block. Only 13 cases of 2:1 bundle branch block have been seen in the literature.2),6),8),10),13),18),19) Furthermore, when the electrocardiogram revealed atrial fibrillation on the third hospital day, the QRS complexes showed mostly left bundle branch block pattern, but occasionally the normal QRS complexes were recorded following comparatively shorter R-R intervals as premature beat. Only two reports of similar cases with atrial fibrillation8), 20) and seven reports of the same phenomenon with sinus rhythm2),20)-23) are available in the literature. In these cases two interpretations have been done; one is that the normal QRS complexes are ventricular premature beat which arises from the interventricular septum just below the blocked region, and the another is that the impulse from the supraventricular region is normally conducted only during the supernormal phase of recovery of the injured bundle branch. The differentiation is more difficult in atrial fibrillation than in sinus rhythm because of the lack of the P wave. In our case the relationship of the QRS complex form to the R-R interval during atrial fibrillation is illustrated in Fig. 8 . The normal QRS complexes are seen in the narrow area and seem to have some relationship to the supernormal phase. However, because of the minority of the normal QRS complex, we would reserve to decide which one of the two interpretations is conformed to our case. Every QRS complex is plotted as one point in the diagram, the ordinate of which represents the R-R interval immediately preceding a QRS complex, and the abscissa of which represents the R-R interval preceding the R-R interval of the ordinate.
The underlying diseases of inconstant bundle branch block, which are available in the literature,1)-47) are summarized in Table II . Coronary and/or hypertensive heart disease are most common underlying diseases, and only 4 cases of infectious diseases other than diphtheria are collected.2)-5) It has been reported that about half of sepsis and some of other infectious diseases combined myocarditis.48),49) The inflammation or the edema of such myocarditis may have induced inconstant bundle branch block in our case. However, since inconstant bundle branch block associated with sepsis and various infections has been rarely reported and the prolonged A-V conduction persisted even after the healing of sepsis, it is considered that the block in our case might have also some relation to the other factor such as coronary and/or hypertensive heart disease which were latent.
SUMMARY
A case of inconstant left bundle branch block which appeared during the course of sepsis is reported. The electrocardiogram showed 2: 1 intermittent left bundle branch block and then the normal QRS complexes were seen following comparatively shorter R-R intervals among left bundle branch block with atrial fibrillation. The bundle branch block disappeared after alleviation of fever, but the prolonged A-V conduction persisted.
